Dr. Gordon said that he had not previously seen this superficial scaly type of scarring though there was an excellent picture in Jadassohn's Handbook. His case was improving satisfactorily on calciferol.
Dr. C. H. Whittle: I should like to ask whether it is a frequent experience to see scarring in sarcoids. One has the opportunity of watching the course of very few cases of sarcoidosis, because they are rare, but in my experience resolution is not usually accompanied by atrophy.
Irene M. P., aged 13 years 11 months. On examination.-Admitted to the South Eastern Hospital for Children suffering from a bullous eruption involving especially the elbows, extensor surfaces of the forearms and hands, the abdomen, lower spine and buttocks, the thighs, legs and feet, also slightly the shoulders, neck and scalp. The bulle were in all stages. Some contained serum, and some were haemorrhagic. The epidermis between the bullx in the more severely affected parts was extremely atrophied. There were many milia-like epidermal cysts, especially on the loins and extensor surfaces of the forearms. All the fingerand toe-nails had been lost. Her hair was fine and sparse, though her mother considered it to be thicker than ever before. Her teeth were soft and very badly decayed, many almost completely lost. Her tongue was small and shiny, with patches of leukoplakia, and could not be protruded beyond the teeth. Though of good average height, she was painfully thin. Finally, it was interesting when dealing with one congenital abnormality to find another, namely, that the right first and second toes were conjoined.
History.-She was born at home, weighing between six and seven pounds. After birth the right foot was found to be denuded of the epidermis, and at 3 weeks of age she was first brought to the hospital. She has been brought regularly every Thursday ever since, till the war began, and then she was evacuated with her mother, who cared for her till she returned to the hospital last month. Her notes go back to the age of 4, and the condition has remained much the same throughout. The birth injury to the foot healed quickly, but within the first seven days of life blisters were seen on the fingers, and thenceforth any knock or rub would cause a blister to develop. She is said to have been forward rather than backward with her teeth, and with walking and talking. She was fairly fat as a baby, but has been thin ever since she began to walk. She has never been to school, and was never allowed to play with other children. Having been taught solely by her mother and sister, it is a little hard to judge of her intellectual capacity. She reads children's books, writes interesting letters, and has a good memory.
Family history.-The parents are not related, and there is no history of any similar skin disease in the family. But her father exhibits transposition of the viscera. He also suffers from a gastric ulcer. There are no other familial congenital abnormalities.
Pathological investigations.-Wassermann and Kahn reactions negative. Urine: No porphyrins observed. Biopsy of blister (Dr. I. Muende): The epidermis has separated from the corium at the epidermo-dermal junction.
Treatment.-In the absence of specific treatment: confinement to bed, and penicillin dressings to prevent infection. The bullk continue to arise, particularly with skin contact, for instance where the legs are crossed during sleep. Discussion.-Epidermolysis bullosa usually begins during the first two years of life, and may subside at puberty. It is more frequent in males. It is divided into simple and dystrophic types, with intermediate cases. The simple type does not often affect the mucous membranes and does not leave scarring, nor are the nails affected. In the severe form the nails show many dystrophic changes, but are not often all lost.
The simple form is said to be inherited as a dominant, whereas the dystrophic may be as a dominant or recessive, the severest cases being recessive. Miss I. R., aged 57, states that her skin trouble began in March 1946, with numerous blisters over the back, followed very shortly by similar lesions over the whole body-the outbreak coinciding with an attack of lumbago.
Initially she was treated with sulphanilamide ointment but the various areas were aggravated.
When first seen by me in July 1946 the condition resembled dermatitis herpetiformis. Irritation was marked, but potassium iodide patch test was negative. There was no response to either arsenic or tablets of M & B 693.
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Differential blood-count: Leucocytes 6,900 (polys. 69%, lymphos. 26%, monos. 2%, eosinos. 3 %).
The diagnosis became more uncertain, and the condition resembled chronic bullous pemphigus, but in September 1946 there was a much greater extension, the whole of the back, and to a less extent the chest, being covered with mixed, crusted hyperkeratotic and pigmented areas, with scattered bullk and crusted impetigo-like lesions.
In January 1947 the face became involved, the whole area being covered with lupus erythematosus-like patches with seborrhmea of the scalp and the same general eruption on the trunk, only more acute. The distal parts of the extremities have never been affected to any great extent.
She was admitted to the Royal Sussex County Hospital in February, and treated by intramuscular penicillin, 30,000 units, three-hourly, for over 5,000,000 units, and during this period there was a great improvement. She was also given three small transfusions of fresh, whole blood at weekly intervals, and there is no doubt that this has checked further outbreaks up to the time of showing her.
At the time of her discharge her white blood- Dr. P. J. Feeny: One might possibly settle the diagnosis in this case as to whether it is pemphigus or not by giving antrypol. Dr. Burrows and I have had about 10 cases in children, mostly in Romford, during the past few years, and practically every one of them has been cured by antrypol. Included in this series were cases of "bullous eruption" such as one I showed here on November 16, 1944 (Proc. R. Soc. Med., 38, 143, 1945 where the diagnosis of pemphigus is not universally agreed. Another B.P. Suramin (the German drug "Germanin") had no effect whatever. The dose of antrypol we used was 0-125 gramme intravenously or intramuscularly once a week for ten weeks and further similar courses when necessary after a two months' rest. In adults we have had considerable success on the same lines, using a dose of 0-25 gramme. In elderly people we have had no success at all.
Dr. Colin Jones: My experience with suramin and germanin is not quite so good. Recently I have had two cases of pemphigus treated with germanin without any response at all. We happened to have some of it in stock dating from pre-war days.
Dr. Brian Russell: I have recently had unfavourable results in the treatment of two cases of pemphigus with antrypol brand of suramin (B.P.) and am not convinced of its value in this disease.
The occurrence of spontaneous remissions with pemphigus must also be kept in mind, in assessing results.
Recently I saw a patient clinically resembling pemphigus vegetans in a very severe form who reacted well to sulphapyridine but relapsed on its withdrawal, so presumably must be regarded as suffering from dermatitis herpetiformis. Dr. W. N. Goldsmith: There is much confusion between the names Antrypol, Germanin, and Suramin.
Germanin (Bayer 205) first became a subject of British interest in 1921 when an expedition carried out large-scale experiments in South Africa (Trans. R. Soc. trop. Med. Hyg., 1924, 17, 445, 464) . After that, the Germans experimented with it, and in 1927 it became commercially available.
Antrypol has been made since 1933 by Imperial Chemical Industries, but was at first marketed for them by British Drug Houses. It is a brand of Suramin, a term which was introduced early in the war as an English equivalent of the foreign Germanin, and in 1941 was included in the 4th Addendum to the British Pharmacopeeia, 1932. Suramin is the sodium salt of m-benzoyl-mamino-p-methylbenzoyl-l-aminonaphthalene-4: 6: 8-trisulphonic acid.
The formula of Bayer 205 has not been given, but "there is every reason to suppose that it is identical with Suramin" (Davis). NOTE (W. N. G).-The above remarks have, since the discussion, been corrected in accordance with information elicited from Mr. H. Davis, Ph.D., Chief Pharmacist at University College Hospital.
